Study objective-The aim was to determine the prevalence of rheumatic fever and rheumatic heart disease and to initiate a programme of secondary prophylaxis in Sahafa Town, Sudan.
Although rheumatic heart disease has shown a dramatic decline in most of the developed countries, 13 it continues to be a serious health problem in Third World countries, due partly to poor environmental hygiene and low socioeconomic standards, and partly to the lack of comprehensive prevention programmes." In the Sudan, rheumatic heart disease in still the most frequent cause ofheart disease in the 5-30 year age group, and it accounts for 36% of the total hospital admissions for cardiovascular disease.7 It is seen in children as young as 4 years, and is frequently complicated by congestive heart failure and pulmonary hypertension, making surgical treatment imperative at an early age.
The available data on rheumatic heart disease in the Sudan are based mainly on hospital admission records,8 which do not give an accurate picture of the incidence of the disease. For this reason, we decided to embark on a detection and prevention programme, as part of the World Health Organization (WHO) Global Rheumatic Heart Disease Prevention Programme.
The general objective of this programme is to reduce the incidence of acute rheumatic fever (especially relapses) and its cardiac sequelae in the programme area, by administering regular secondary preventive measures in the case of susceptible patients, and by promoting effective early treatment of streptococcal sore throat. The specific objective was to carry out a case finding prevalence survey in order to determine the prevalence of rheumatic fever and rheumatic heart disease among school children of 5-15 years in Sahafa Town, and to initiate and maintain a programme of regular secondary prophylaxis.9 This paper describes phase I of the programme, which is being carried out in Sahafa Town. Phase II is to be nationwide programme, starting in the early 1990s.
Sahafa Town was believed to have the highest incidence of rheumatic fever and rheumatic heart disease in Khartoum, judging by the hospital records. The town was created in the mid-sixties on the southern outskirts of Khartoum, and by 1986 it had an overall population of at least 300 000, 30%, of whom were below the age of 15 years. ' Out of the 13 322 children screened during the programme, 351 were suspected cases of rheumatic fever and rheumatic heart disease, of whom 194 were girls, giving a male to female (M:F) ratio of 1:1 2; 146 were confirmed cases of rheumatic fever and rheumatic heart disease, of whom 85 were girls (M:F ratio 1:1 4). The prevalence rate among girls was 14/1000 and among boys 10/1000.
The prevalence rate for the whole programme area was 11/1000, the prevalence of rheumatic fever was 8/1000, and the prevalence of rheumatic heart disease was 3/1000. Different types of valvular lesions were found during the survey, the most common being mitral regurgitation (65% of all the lesions), followed by mitral stenosis (43% of all lesions). Combined mitral and aortic valve lesions accounted for only 4% of lesions.
Out of 146 children with rheumatic heart disease, 90% were graded as NYHA functional grade 1, 7% as grade II, and 3% as grade III. The grade III cases received inpatient treatment. A previous history of throat infection was given by 46% of the cases. Benzathine penicillin coverage was expected to be more than 80%, but was actually noted to be 72%. The low prevalence rate in the outer town children (4/1000) compared to the inner town children (15/1000) was unexpected, since the housing and sanitary conditions in the outer town were poor. The explanation may be that the outer town people had been staying in less crowded rural housing conditions until only a few years previously, and had settled in the outer town only during the previous three years. Their rheumatic fever and rheumatic heart disease prevalence rates may well rise the longer they stay in the overcrowded housing conditions of the outer town. An observation which requires explanation is the male to female ratio of 1:1 2 which is less than that reported in other countries.6i5 However, Shanker in India has found rheumatic heart disease to be equally common between the two Rheumatic fever and rheumatic heart disease in Sudan 13 322, and 32% of them gave a previous history of throat infection. A similar situation was reported in the Soweto study. We described this group as suspected cases of rheumatic fever. It is clear that such children need careful follow up to see whether they develop carditis or subsequent valvular disease. The benzathine penicillin coverage rate was expected to be above 80%, but it was only 72%. This was due mainly to unavailability of the drug, a history of an allergic reaction to the drug, and to the children's fear of the pain of the injection.
Discussion
Rheumatic fever is a socioeconomic disease with prevalence increasing directly with poverty, malnutrition, overcrowding, and poor housing. The financial burden of treating cases of rheumatic heart disease both medically and surgically is enormous if compared to health budgets in most developing countries. Those countries must also face the problems of curtailment of government expenditure, devaluation of currency, and a general reorientation of the economy towards reducing imports and promoting exports. 7 With the national debt repayments still outstanding, it will take some time to achieve the necessary improvement in socioeconomic standards and living conditions. This means that, for the immediate future, prevention is the only feasible way of reducing the rheumatic heart disease prevalence rate.
